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OMB NO.: 0938-


State/Territory:
Carolina 


AMOUNT, DURATION,AND SCOPE OF MEDICAL 
AND REMEDIAL CAREAND SERVICES PROVIDED TOTHE CATEGORICALLY NEEDY 

Inpatient hospital services other than those provided in an institution for 

mental diseases. 


- ­
limitations /x/ WithProvided : L/ No limitations* 

Outpatient hospital services. 

- -

Provided : /x/ No limitations*limitations L/ With 


Rural health clinic services and other ambulatory services furnished by a 

rural health clinic. 


- -
Provided : L/ No limitations /x/ Withlimitations* 

-
L/ Not provided 

-

Federallyqualifiedhealthcenter(FQHC)servicesandotherambulatory 

services that are covered under the plan and furnished by an FQHC in 

accordance with section 4231 (HCFA-Pub.45-4).
of the State Medicaid Manual 

- -
Provided: L/No limitations h/ Withlimitations* 


a
Ambulatory services offered by health center receiving funds under section 
329, 330, or 3 4 0  or the Public Health Service Act to a pregnant woman or 
individual under21 years of age. 

- -
Provided : /x/ No limitations L/ With limitations* 

Indian Health Service Facility Services. 

- ­

limitations /x/ With limitations*Provided : L/No 

Other laboratory andx-ray services 


- ­
limitations Ll With limitations*Provided : /x/ No 

*Description providedon attachment 
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TN No. MA 92-11 79863 ID: HCFA 
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4.a. 

4.b. 

4 . c .  

5.a. 

b. 

6. 


a. 

APRIL lgg2 

Sta t e /Te r r i t o ry :  South Carolina 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

N u r s i n g  f a c i l i t y  services ( o t h e r  t h a n  s e r v i c e s  i n  a n  i n s t i t u t i o n  f o r  
mental diseases) f o r  i n d i v i d u a l s  21 years  of age or older .  

Provided: -No l i m i t a t i o n s  _x. With l imi t a t ions*  

Earlyandperiodicscreening,diagnost icand treatment s e r v i c e s  f o r  
individualsunder  2 1  yearsofage, and t reatment  of conditionsfound.* 

Family p lanning  serv ices  and supplies for i nd iv idua l s  of chi ld-bear ing 
age. 

Provided : - No l i m i t a t i o n s  With l imi t a t ions*  

Phys ic ians 'se rv ices  whether fu rn i shed  in  t h e  o f f i c e ,  t h e  p a t i e n t ' s  home, 
a h o s p i t a l ,  a sk i l led  n u r s i n g  f a c i l i t y  or elsewhere. 

Provided: 2 With l imi t a t ions*  
-

Medicalandsurgicalservicesfurnished by a den t i s t  ( i n  acco rdance  w i t h  

sec t ion  1905(a ) (S ) (B)  of t h e  A c t ) .  


Provided: -No l i m i t a t i o n s  xWith l imi t a t ions*  


Medical care andany other type of remedial care recognizedunder State 

l a w ,  fu rn ished  by l i c e n s e d  p r a c t i t i o n e r s  w i t h i n  t h e  scope of their 

p r a c t i c e  as def ined by State l a w .  


Podiatrists '  s e rv i ces .  


Provided : -No l i m i t a t i o n s  With l imi t a t ions*  


Not provided.-

* Descriptionprovidedonattachment.  

,-- - .--.- - \ 
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OMB NO.: 0938-


State/Territory:
south Carolina 


AMOUNT, DURATION, AND SCOPE
OF MEDICAL 

AND REMEDIAL CARE AND
SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


b. Optometrists'services. 


LT Provided: /T Nolimitations &TWithlimitations* 
-L/Not provided. 

c.Chiropractors'services. 

/x/ Provided: /7 Nolimitations /x/With limitations* 

-
l/Not provided. 

d. Other practitioners' services. 


/x7 	 Provided: Identified on attached sheet with description of 
limitations, if any. 

-
l/Not provided. 

I. Homehealthservices. 


a. 	 Intermittent or part-time nursing services providedby a home health 

agency or by a registered nurse when
no home health agency exists in the 

area. 


Provided: / I N 0  limitations /x/ With limitations* 

b. Home health aide services provided
by a home health agency. 


Provided: /T
No limitations &TWith limitations* 


c. Medical supplies, equipment,and appliances suitablefor use in the 

home. 


I 

Provided: /T
No limitations/x/ With limitations* 


*Description provided on attachment. 

TN No. FA 98-013 
Approval Date 10/01/98Supersedes Date FIB 0 9 1488 Effective 

TN No. MA 92-11 
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OMB No.: 0938-

State/Territory: South Carolina 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CAREAND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


d. 	 Physical therapy, occupational therapy, or speech pathology and 

audiology servicesprovided by a home healthagency or medical 

rehabilitation facility. 

-
/x/ Provided: // No limitations /x/With limitations* 

-
L/ Not provided. 

8. Private dutynursing services. 

-
l/Provided: // No limitations //With limitations* 

Not provided. 


*Description provided on attachment. 


TN NO. JA 47-1 1  feb :i2 7993Approval 7/01/92DateDate
Effective 
TN No. N / A  
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amount DURATION AND SCOPE OF MEDICAL 
AND remedial CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY needy 

9. 	 Clinic services. 
-

/ X /X/-/ Provided: /r No limitations - With limitations* 
--/ Not provided./ 

10. Dental services. 

- ­

/ x / Provided: r /  No limitations /x/ With limitations*- ­
--/ Not provided./ 

11. Physical therapy and related services. 


a. Physical therapy. 

-

/ x /  Provided: /. No limitations - With limitations*-	 /X/ 
-

/-/ Notprovided. 

b. 	Occupational therapy. 
-

/ X-/ Provided: /? No limitations - With limitations* 

-/ Not provided./ 

c. Services f o r  individuals with speech, hearing, and language disorders 
(provided byo r  under the supervisionof a speech pathologist or 

audiologist). 

- ­

/-/ Provided: r /  No limitations -/r With limitations* --/ hot provided./ x 

*Description provided on attachment. 


-TN No. 90 38 7/12/91 10/1/90DateEffectiveDate Approval 
TN No. 88-11 

HCFA ID: 0069P/0002P 



Revision: H C F A - P H - 85-3  ( BERC) ATTACHMENT 3.1-A 
M Y  1985 Page 5 

OKB NO. 0938-0193 

M O U N T ,  DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 

prescribed by a physician skilledin diseases of the eyeor by an 

optometrist. 


a. Prescribed drugs. 
-

/ x / Provided: /7 No limitations -/F With limitations*-
-/ Not provided./ 

b. Dentures. 
-

/-/ Provided: /r No limitations -/r With limitations* 
-

&/ Not provided. 
-

C. Prosthetic devices. 

-

/ x /  Provided: /7 Nolimitations /;- With limitations* 
-

/ / Notprovided. 

d. Eyeglasses. 

- ­
-/ Provided: L/ No limitations h/ With/ X  limitations* 
-
-/ lot provided./ 

13. Other diagnostic, screening, preventive,
and rehabilitative services, 

i.e., other than those provided elsewhere
in the plan. 


a .  	Diagnostic services. 
-

/-/ Provided: /r lo limitations -/r With limitations* 

-/ Not provided./ X 

*Description provided on attachment. 


TN lo. &+% 

Supersedes Approval Date a Effective ?.i/t$
Date 

TN No. 


HCFA ID: 0069P/O002P 




Pavirion: HCFA - Region V I  

November 199Q 


I 


b. screening services -
/-/ Provided: LT-
h/ Pot provided. 

c. preventive services -
&/ Provided: Ly 

Eo limitations LT Withlimitations* 

Yo limitations k/ With limitations 

4.  rehabilitative services -
/ X / Provided: LT no limitations &T With limitations7--/ lot provided./ 

14. 	 services for individuals age 65 or oldor in institutions for mental 
diseases 

a. inpatient hospital services-
L/ Provided: Ly Po limitations- -// With limitations* 

b. Nursing facility sonticor.-
&/ Provided: Ly Eo limitations--/ lot provided./ 

*Doscription provided on attachment. 
I 
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AMOUNT, DURATIONAND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


1 5  a. Intermediate care facility services (other than such services in an 
institution for mental diseases) for persons determined, in accordance 
with section1902(a)(31)(A) of the Act, to be in needof such care. 

Provided: /r Nolimitations ,& With limitations* 

/-7 Not provided 

b .  Including such services part thereof)in a public institution (or distinct 

for the mentally retarded or persons
with related conditions. 


No
AT Provided: /-T limitations With limitations* 

/- Not provided 

16 a. Inpatient psychiatric facility services for individuals under 22 years of 
age. 

No
a Provided: /-7limitations With limitations* 

/-7 Not Provided 

b. Including such services in a psychiatric residential treatment facility

for 	 individuals under 22 years of age. 

Provided: /7 Nolimitations With limitations* 


/- Not provided 

1 7 .  Nurse-midwife services. 

AT Provided: /T No limitations With limitations* 

/- Not provided 

18. Hospice care (in accordance with section
1905(0) of the Act) 


Provided: /- No limitations With limitations* 

/T Not provided 

$<Description providedon attachment 


TN NO. MA 95-011 
Approval EffectiveSupersedes Date /z*/fvqsw Date 10h01-/95

TN No. MA 92-02 
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STATE PLAN UNDER TITLE OF THE SOCIAL SECURITY ACT 

State/Territory: S o u t h  Carolina 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
A N D  remedial CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

19. Case management servicesand Tuberculosis related services 


a. 	 Case management services as defined in, and to the group specified in,
Supplement 1 to ATTACHMENT 3.1-A(in accordance with section 1905(a)(19) 
or section 1915(g) of the Act). 

x Provided: -x With limitations-
- Not provided. 

b. Special tuberculosis (TB) related services under section
1902(z)( 2 )  (F) of 
the Act. 

Provided: - Withlimitations*-
-x Not provided. 

20. Extendedservices for pregnantwomen ' 

a. 


b. 


++ 

pregnancy-related and postpartum servicesfo r  a 60-day period afterthe 
pregnancy ends and any remaining daysin the month in whichthe 60th day

falls. 


X
- Additional coverage++ 

Services for any other medical conditions that may complicate 

pregnancy. 


x
- Additional coverage++ 

Attachedis a description of increasesincoveredservicesbeyond
limitations for all groups described i n  this attachmentand/or any
additional servicesprovided to pregnant women only. 

*Description provided on attachment. 


TN No. MA ~ 9 4 ~ 
DateApproval ::'3! Effective Date @/01/99 

TN No. MA 90-07 
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OMB No.: 0938-

State/Territory: South Carolina 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE ANDSERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


21. Ambulatory prenatal care for pregnant women furnished duringa . 
presumptive eligibilityperiod by a qualified provider (in accordance 
with section 1920 of the Act). 
-
l/Provided: /> No limitations /T With limitations* 
-

/ x /  Not provided. 

2 2 .  Respiratory care services (in accordance with section1902(e)(9)(A)

through (C) of the Act). 


Provided: /7 Nolimitations/-Withlimitations* 
-

/ x /  Not provided. 

2 3 .  Pediatric or family nurse practitioners' services. 

Provided: L> Nolimitations /IWith limitations* 

N o t  provided. 

*Description providedon attachment. 
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Date nov i 0 ;!!I9 EffectiveSupersedes

TN No. p/IA 88-0 1  
1 , ID: HCFA 7986E 


